Dialysis affects all areas of patients' and their partners' quality of life (QoL; Finnegan-John & Thomas, 2013) and impacts their relationship variously, sometimes strengthening it to sometimes introducing guilt and frustration (Walker et al., 2015) . However, the majority of research with patient-partner dyads was conducted with patients who had been on dialysis for an average of 2 years. Jablonski (2004) distinguished between the early phases of dialysis and longer-term adjustment in the ESRD illness trajectory. The early phases included pre-dialysis, starting dialysis, and the first few months of dialysis, collectively referred to as the "crisis phase" (Jablonski, 2004, p. 54) , and longer-term adjustment called the "chronic phase" (Jablonski, 2004, p. 54) . One study conducted in the crisis phase (Monaro, Stewart, & Gullick, 2014) included 11 CHD patients who had started dialysis in the last 3 months, plus five of their family members. Family members described caregiving as all-encompassing, with those in spousal relationships voicing doubts about whether their relationship would survive the demands of dialysis. These findings suggest that patients and partners may face significant relationship challenges during the early phases of dialysis, yet it has not been explicitly explored.
Research with dyads in the chronic phase includes Ekelund and Andersson (2010) and White and Grenyer (1999) who recognized the broader social context in which dialysis occurred and explored its impact on patients and their partners. Ekelund and Andersson (2010) used a discursive analytic approach to understand the meaning of ESRD within dyads and referenced changes to physical and psychosocial aspects of the dyadic relationship. White and Grenyer (1999) , using a phenomenological approach, reported the impact of dialysis on the dyadic relationship from the separate perspectives of patients and their partners. Patients spoke positively of their partner and the impact on their relationship whereas the partners acknowledged strain, burden, and changes to their emotional and physical relationship. Although neither of the above studies analyzed their data so as to provide an integrative dyadic perspective, the findings provide insight as to how the dyadic relationship may be affected.
Research with dyads in other chronic conditions, such as multiple sclerosis (Kleiboer, Kuijer, Hox, Schreurs, & Bensing, 2006) , suggests that maintaining the balance or equity within the relationship is important. Dyads in which patients and their partners reciprocated in showing some form of care for each other, whether instrumental or emotional, restored the balance within the relationship (Kleiboer et al., 2006) . In a study of heart failure patients and their partners, Retrum, Nowels, and Bekelman (2013) found that dyads with congruent notions of planning for, and managing, the illness also had less distress or tension within their relationship. These findings provide insight into dyadic relationship characteristics which facilitated adjustment in other chronic illnesses.
In dyadic thematic analysis (DTA), the researcher analyzes the views of both individuals in the unit, then makes interpretations across the dyad to yield a third perspective (Eisikovits & Koren, 2010) . It is particularly useful when examining situations that have a mutual impact on the dyad, yet the members of the dyad may report different views, such as in long-term illnesses (Eisikovits & Koren, 2010) . For example, Koren, Simhi, Lipman-Schiby, and Fogel (2016) used DTA to explore expectations of caregiving in multigenerational step-families which brought out the complexity of commitment and decision-making in these families. Wise et al. (2010) adopted a dyadic perspective to examine the impact of short daily HHD on dyads where the patients had been on dialysis for an average of 17 months. Using grounded theory, they drew out the similarities and inconsistencies between the dyadic narratives and identified four relationship styles. Dyads characterized by high levels of convergence responded most positively to the challenges of short daily HHD. These insights suggest that DTA may be a useful approach to understand the dynamics of adjustment in dyads across all types of dialysis and during the early phases of treatment.
We aimed to explore the impact of early dialysis on spousal-type dyads, with a focus on the impact of dialysis on the dyadic relationship. We therefore set out to recruit dyads within the crisis phase of dialysis, which include pre-dialysis, starting dialysis, and the initial adjustment period. We then used DTA to integrate the patients' and partners' narratives. With the aim of recruiting a relatively homogeneous sample to compare experiences, we focused on male patients and their female partners, who also represent a significant proportion of patient-partner dyads in the ESRD population.
Method

Participants and Recruitment
Participants were drawn from the renal register of a UK hospital trust between January and July 2015. Patients and partners were over 17 years old, spoke English fluently, and were in a spousal-type relationship. Patients were either preparing for, or had recently started, their first form of outpatient dialysis to treat ESRD (i.e., "incident" patients). They comprised three groups: (a) predialysis, patients in the hospital's low clearance clinic with an estimated glomerular filtration rate (a clinical marker denoting how well the kidneys are removing toxins in the blood) of ≤20, but without a start date for dialysis; (b) starting dialysis, patients on a form of outpatient dialysis <6 months; (c) establishing dialysis, patients on outpatient dialysis >6 months, but less than 16 months.
Thirty-four patients met the eligibility criteria. Of these, 20 took part in the study, together with their partners. A partner was defined as a person in a spousal-type relationship who provided informal care in the form of physical, treatment-related, or emotional support to the patient. The reasons for nonrecruitment were (a) lack of response to the letter of invitation (five patients), (b) not interested in taking part (five patients), (c) responded after data collection was completed (two patients), and (d) other reasons (two patients). Purposive sampling ensured that a range of dyadic experiences could inform the research question. The sampling framework focused on two patient characteristics, namely dialysis phase and type of dialysis.
The final sample comprised 20 male patients and 20 female partners. Eighteen of the 20 dyads were married or living as married; one was engaged, and the other separated but identified as a "couple." The average relationship length was 30 years (range, 5-55 years). The average age of patients was 63 years (range, 39-80 years); and partners 62 years (range, 39-87 years). Of the total sample, 35 participants classified themselves as White British; five were from other ethnic groups (European or Asian). Of the total sample, 17 participants were retired, 10 were in paid employment, 11 were unable to work due to limitations placed on them by ESRD or dialysis, and two were unable to work for other health reasons. Dyads were in three phases: pre-dialysis (6), starting dialysis (7), and establishing dialysis (7). Patients were currently utilizing, or planning to utilize, three types of dialysis: CHD (8), HHD (7), and PD (5).
Procedure
All participants gave verbal and written consent prior to data collection. The study received UK ethical approval from an NHS Research Ethics Committee (Ref no. 15/ LO/16).
Qualitative methods were selected as the most appropriate to explore factors that influence dyadic relationships in the early phases of dialysis. Choosing semi-structured interviews ensured all participants were asked similar open-ended questions while giving them the freedom to discuss the topic and reveal experiences in their own way (Britten, 2006) . The lead author, Currie Moore (C.M.), conducted interviews with each member of the dyad individually, wherever possible. Three dyads requested to be interviewed together, and one patient was present during his partner's interview. The research team created the topic guide based on previous literature and clinical experience.
Questions asked about the impact of dialysis on the dyadic relationship, QoL, and factors influencing their QoL. Probes aided the exploration of topics more fully, as necessary. The exact wording and order of the questions varied to suit the natural flow of the interview.
Interviews took place in participants' homes or in a private space at the hospital, whichever was more convenient to them. All interviews were audio-recorded and then transcribed verbatim by a professional transcription service. C.M. reviewed each transcript while listening to the audio-recording to ensure accuracy and removed personal identifiers at this time. The interviews lasted on average 50 minutes (range, 11-102 minutes).
Data Analysis
Thematic analysis was used to analyze the data inductively and followed recommended guidelines (Braun & Clarke, 2006 . We adopted a critical realist epistemology which recognizes the broader context in which participants report their experiences and shape their reality (Braun & Clarke, 2006) . As recommended by Eisikovits and Koren (2010) , a thematic analysis was conducted on each dyad's data, with the patient's data analyzed first, the partner's second, and then DTA was undertaken.
The patient's transcript was first read for familiarity and re-read until C.M. gained a sense of the interview. C.M. noted any initial reactions, thoughts, or key details at this stage. The transcripts were then coded by C.M. line-by-line. Inductively driven codes allowed the nuanced experiences within the narrative to emerge and were grouped to create initial themes within the data. NVivo (Version 10, QSR International) was used to manage the data. Then, an initial summary of the patient's experience was written.
To maintain the focus on the dyad, C.M. constructed a chart containing a table with two columns, patient and partner. The rows of the table consisted of thematic headings relating to the dyadic relationship, QoL, and inductive emerging themes. C.M. populated the chart with short summaries or quotations to capture the patient's experiences and then repeated the process in the second column for the partner. After this, the DTA began. Notes made during the individual thematic analyses of instances where the patient or partner had overlaps or contrasts were added to each chart. Overlaps or contrasts occurred at both the descriptive (e.g., length of time on dialysis) and perceptual levels (e.g., attitudes toward dialysis; Eisikovits & Koren, 2010) . Finally, C.M. wrote a summary of each dyad before proceeding to the next dyad. After all dyads had been analyzed in accordance with the above steps, C.M. read and re-read all the charts to get a sense of similarities, differences, and key themes emerging from the data set. Visual aids (e.g., mind-maps, dyadic notecards) facilitated comparisons between dyads. The developing analysis was discussed among the entire research team several times during the analysis process. The analysis was refined until it clearly represented core themes in all the dyads' narratives.
Trustworthiness of the Analysis
C.M. conducted all the interviews in a conversational style to promote rapport and openness in the interview using nondirectional phrases and prompts to minimize her impact on the data. In DTA, the researcher plays an active role in making sense of the participants' experiences, which adds a layer of interpretation to the analysis. This third perspective, gained from multiple perspectives and data sources (e.g., individual interviews with both dyad members), reduces risks of misinterpretation (Eisikovits & Koren, 2010) .
To ensure the authors' analysis accurately portrayed the experiences of the dyads, an overview of the findings was mailed to all dyads, and they were invited to provide feedback. Four dyads responded and confirmed the analysis captured their experiences. One participant commented that dyads who are hoping for a transplant might be less accepting of dialysis as it was not their preferred form of treatment. To prevent the loss of internal confidentiality (where a member of the dyad recognizes his or her partner), limited individual and dyadic identifiers are provided in the results.
Reflexivity
In conducting this research, C.M. developed extensive knowledge of the dyads, their shared meanings, and experiences, which she relied upon to integrate their perspectives and construct the emerging thematic model. As recommended by Ummel and Achille (2016), C.M. kept a reflexivity journal to note her own attitudes and limit inadvertent biases from influencing the findings. Her female gender may have affected what male patients were comfortable discussing whereas female partners openly shared their concerns, and even distress. Many partners expressed their isolation and distress during the interviews. The research team provided support to C.M. and assisted her in maintaining a non-biased view.
Most interviews were conducted with patients and their partners consecutively. Although beneficial in some respects, this required C.M. to "bracket" information gleaned in the first interview while conducting the second. Of the three dyads who requested joint interviews, one partner whispered her thoughts to C.M. when the patient left the room; the implications of these were considered during analysis. In the other jointly-interviewed dyads, participants expressed strong opinions and did not speak confidentially to C.M. Joint interviews may add depth and remove issues relating to internal confidentiality that exist in dyadic research (Polak & Green, 2016) .
Findings
In the early phases of dialysis, patients became the priority which led to a shift in dynamics within the dyads. This resulted in partners carrying the burden, and both parties experiencing changes in their identities. Dyads who managed their relationship together buffered their relationship from the negative effects of early dialysis through positivity, normalizing dialysis, or accepting it. Although dyads were at different phases of early dialysis, they discussed similar social, psychological, and relationship issues, regardless of the phase or type of dialysis. Variations in their experiences are noted within the themes.
Prioritizing the Patient
Patients and partners acknowledged that patients were the main priority. Partners stated that their lives were centered around the patient's health or dialysis: Partners accepted this shift in their focus as it allowed the patient to look after his own health and treatment, which was keeping him alive: "He's got to do his own thing to keep himself alive" (Partner, Establishing). Patients recognized they were putting themselves first and that this affected their partners: "I appear now to be a lot more focused on my needs, rather than her needs. I'm aware that I need to do certain things [for myself and dialysis], and I put those above everything else" (Patient, Establishing).
Partners prioritized patients in a physical sense and by acting as their advocates. Physically, partners stated that they needed to be healthy and well to provide support to the patients, "I've got to be fit too, haven't I? [To] look after him" (Partner, Establishing). Partners needed to be in close physical proximity to the patient and had to plan their day accordingly, "I do get out on my own for at least an hour a day. But before that, I have to make sure that his blood sugar isn't too low, or he doesn't feel sick, or everything's sort of okay" (Partner, Pre-dialysis).
As advocates, partners ensured the patients received the care or information that they needed. In the early phases of dialysis, and in particular, pre-dialysis, patients may experience cognitive impairments which inhibit their ability to plan, rationalize, or communicate. Partners knew what the patient wanted and often said they had to be persistent with health care professionals to get this for them. When acting as the patient's advocate, they prioritized the patient's wishes and preferences, even when these differed from their own. In contrast, in one dyad, the patient changed the type of dialysis he wanted to utilize as his preferred type would have been burdensome to his partner. Although being advocates added to their responsibilities, partners spoke matter-of-factly about it and described it as part of their relationship. For one partner it meant attending all the patient's appointments with him as his health worsened to ensure he kept "ownership and control" of his treatment. A partner in the establishing phase reflected on the journey from pre-dialysis to the present and stated, "I've fought for him-to get him what he's got and get him where he is." To the partners, advocacy was another way in which they prioritized the patient and his needs.
Carrying the Burden
Both patients and partners discussed how partners carried physical and emotional burdens within the dyadic relationship. Physically, partners took over managing the household, working extra jobs to compensate for lost income, or preparing the house for home-based dialysis. A partner in the starting phase stated, "He can't cope with anything like that [dealing with utility providers to set up dialysis]. Really, he leaves it all to me." Dyads in the starting and establishing phases reflected on the pre-dialysis stage as being a difficult time in their relationship because the patient's health was deteriorating and often the symptoms of ESRD were insidious or invisible. One dyad in which the patient suffered from extreme fatigue, breathlessness, and poor mobility (common features of ESRD) provided rich insight to the impact that carrying the physical burden had on their relationship. Even though his partner was aware of his symptoms and their effects on him, there was no relief from the day-to-day pressure on her:
We were really arguing [before he started dialysis]. Because I thought, part of the time, he was putting it on . . . So I was getting niggly because I'm trying to hold my job down . . . But you do, don't you? You're going to get niggly, because you get tired, and then when you get tired, you start an argument. (Partner) She has had to start doing almost everything. Literally everything . . . All it seems to do is put pressure on her . . . which in turn puts pressure on me, so I just want things done. (Patient) Although these quotations suggest that partners harbored resentment for carrying these burdens, they downplayed it and stated that carrying the burden was part of their commitment to the patient and their job to do what the other could not do. One partner in the starting phase captured this sentiment by saying, "We look after one another, and that's what we've always done . . . that is the bottom line."
Emotionally, partners' experiences and attitudes varied at the different phases. Partners in the pre-dialysis phase discussed more anxiety and concern about the impact of dialysis on their life than patients or those in other phases, "You're a bit in limbo . . . We're hoping that he's got a more positive future; that hopefully he's not going to be in pain and having all the problems that he has . . . it's [dialysis] an unknown for us." The dyads described the complex and idiosyncratic nature of ESRD, which often meant that patients did not follow a set path as renal function declined. Not knowing when dialysis would start or how the patient would respond to it added to their anxieties. Partners of patients who had started CHD or HHD expressed relief that the patient had begun treatment; now they could begin fitting it into their lives: "It [dialysis] just turned my life to not knowing what is going to happen next, to having some sort of plan in place . . . I know he's going there [dialysis unit]. He's safe . . . so that's the calming part of having dialysis" (Starting). In contrast, those starting PD did not express relief at starting dialysis. Instead they spoke of the intensity of the training and how it limited their free time. Those establishing dialysis were settling into a routine with dialysis but were now facing the chronicity of it, "Sometimes you stress yourself, [you] say, 'Ugh, stuck with that one [dialysis]' . . . But now you're stuck, you can't go anywhere. That's sad" (Partner, Establishing).
In all phases, partners openly discussed the emotional burdens they carried, such as loneliness, worry, and distress. Although partners were often relieved when patients started dialysis, it also brought loneliness and did not alleviate their worry. Two partners in the starting phase stated, "I have been feeling quite lonely, as if I didn't have a partner" and "Basically, I think you're worried all the time, you know?" Some partners elaborated on the basis of their worry which they attributed to the vulnerability of the patient's life brought on by ESRD: I'm getting upset now, thinking about it [ESRD; begins to cry], just thinking about him. The dialysis doesn't bother me at all. It's just him. . . We're a bit close. [Crying] . (Partner, Starting) It's the fear factor. I'm so petrified that he's going to die. (Partner, Establishing) Often, the emotions that partners expressed during interviews had not been shared with the patient or with others in their support network:
You try not to let it upset you really [starts crying] because you've got to be strong for him. (Partner, Pre-dialysis)
[Whispered] I don't let him know that I worry. Don't let him see me worried. (Partner, Establishing) Many partners hid their distress to prevent it negatively affecting the patient and refrained from discussing their own emotional and physical burdens with renal care teams because they did not want to divert attention from the patient. Furthermore, partners described the lack of ESRD-specific groups where they could share their experiences and seek emotional support from others facing similar circumstances.
Changing Identities
Both parties discussed changes in their identity, which occurred at individual and dyadic levels. At an individual level, participants stated that they now saw themselves differently or that their partner perceived them differently, compared to before having ESRD. Many participants gave up careers that they loved in the pre-dialysis phase due to the demands of ESRD. It was difficult for participants to reconcile with their new identity because changes, such as giving up work, had been forced on them by circumstances. One partner in the establishing phase elucidated this sentiment when she said, "Sometimes I feel like a spare part, if that makes sense? So it's been a huge change [stopping work] . . . but at the same time, something had to give."
One dyad who had a difficult journey to dialysis spoke frankly with each other about the changes in themselves and their relationship, brought on by ESRD and dialysis. The patient, who had seen himself as a "dominant" person, stated, "The illness changed me to a weaker person." Getting over this change in his selfperception was a big issue in coming to terms with ESRD and accepting changes in the relationship. His partner recognized that she too had changed and was now more "independent" and "stronger." However, she reflected that the new strength may have made her "too hard." They also discussed the variable impact of the changes on their relationship, from creating tension which they had to learn to work through to giving opportunities for personal growth. Other dyads echoed similar shifts in self-perceptions and the effects on their relationship. For example, some patients now described themselves using terms with negative connotations: She just thinks I'm more disabled than before . . . Before [she would say], "Have you had your food?" Now [she says], "Eat your food." (Establishing) It's like having another baby for her, having me. (Pre-dialysis) At the dyadic level, both discussed how they viewed each other differently within the relationship. A significant change to occur in the dyads was the partner's social status in the relationship. There was high convergence within the dyads that the partner had shifted to a carer or best friend with participants saying, "She's moved over to being my carer really" and "Lately I suppose it's more that we're like best friends than anything."
The change in social status within the relationship was often associated with changes in their sexual and intimate relationship, which some participants discussed spontaneously. While patients acknowledged the effect of dialysis and ESRD on their sex life and intimate relationship, they questioned whether it was solely due to dialysis or a part of natural aging:
It does affect your sex life . . . because when you start taking hypertensives you get erectile dysfunction, which is rather upsetting. So that kind of thing is dire, and very irritating, compared to what I used to be. Again, people say you deteriorate with age anyway, but I don't think I would have deteriorated to the extent that I have done. (Patient, Establishing) One patient stated that his complex history with ESRD and dialysis made it a difficult topic to discuss, "It's not easy to talk about [with my partner] because you can't discuss that [sex life] in isolation because you tend to think about, well, how have we got [here]?" Partners spoke less frequently than patients about the impact on their sex life, but those who did reaffirmed the patients' views saying, "There's not much of a sex life anymore" (Partner, Establishing).
ESRD and dialysis affected the intimate relationship variously. Many dyads began sleeping separately as early as pre-dialysis, to ensure better rest for both, and often due to the patient's symptoms (e.g., restless leg syndrome, itching). They noted that the change in where they slept impacted how they interacted as couple, with one partner reflecting that they no longer shared their thoughts and plans in a natural way like they once had, in bed with a cup of tea. However, for some dyads, dialysis promoted intimacy in their relationship. One partner credited dialysis with improving his well-being, "Before that [dialysis] he had a bit of a [sexual] problem, but he wouldn't admit it . . . He smiles more and laughs more, you know, it's great" (Starting). Patients also noted how it changed how they interacted with their partner, with one patient saying, "I'm a bit more tender towards her as well" (Starting). For one dyad, dialysis facilitated intimacy as the patient distracted himself during an uncomfortable step in his PD procedures by giving his partner a massage, "After the initial drain, I don't get into bed until that's over because it's too uncomfortable. Normally what I do is massage [partner's name]."
The changes in identity also affected how dyads experienced their daily life. Both expressed a sense of lost independence, which they previously enjoyed in the relationship, and stated that they now they "live in each other's pockets" (Patient, Pre-dialysis). Although dyads were now physically together more, they spent time attending appointments related to dialysis, rather than enjoying leisure activities. Both lamented how the illness and dialysis on impacted their time together:
At one time we did everything together, now we don't. Patient, Pre-dialysis Sometimes you'll see couples out doing stuff, and it's always me on my own. Just doing everything by myself . . . I just think, "Oh, wouldn't it be nice if we could share these things?" (Partner, Pre-dialysis) One dyad agreed on the positive effects of dialysis; he said, "I came out as a different person . . . Everywhere was bright . . . my head was clear" and his partner stated, "I've got my husband back."
Managing the Relationship
The themes Prioritizing the Patient, Carrying the Burden, and Changing Identities demonstrated significant ways that the early phases of dialysis impact dyads. However, the final theme, Managing the Relationship, shows how some dyads buffered the relationship by being positive, normalizing dialysis, or accepting dialysis.
Across all dyads, patients and partners repeatedly adopted a stoical attitude toward dialysis; they stated, "You just have to get on with it, don't you?" (Patient, Starting) . Overall, 14 dyads, who appeared to be the most successful at getting on with it, described their relationship as a "partnership" and spoke of them being "together" or "close":
We've just always faced things and done things together, you know . . . And we tend just to cling to one another and just keep putting one step forward because there's only one way to go. And, as I said, he is very strong and I'm able to leech his strength and together we get through it. (Partner, Starting) Six dyads spoke of the overwhelming nature of ESRD and dialysis and its impact on their relationship. They spoke of being "together, but not as close" and seemed to be managing separately, rather than together.
There were no differences between the two styles of management (together and separate) in terms of relationship length or age (see Table 1 ); however, three out of six of those managing separately were in the pre-dialysis phase, and four of the six were on, or preparing for, CHD. Both groups discussed dealing with issues such as patient's poor health, strong views on dialysis-related issues (e.g., hoping for a transplant), or dealing with significant life events (e.g., family members' death, other chronic illnesses). In the separate group, these issues exacerbated relationship strain where in together dyads they did not impact their joint, team-like approach. These patients and partners prevented dialysis from taking over their lives by engaging in collaborative coping, meaning that they worked together and took account of each other's way of handling stress (Berg & Upchurch, 2007) . Two dyads sought counseling within renal services during the pre-dialysis phase to assist them with the stress and anxiety of this time period. Dyads managing the relationship together minimized the impact of early dialysis on the relationship by being positive, normalizing dialysis, or accepting it. Within the dyads, it was not important who managed the relationship (i.e., patient or partner) only that someone actively promoted at least one of these attributes. Often partners managed the relationship, but in six dyads the patient took the lead.
Participants stated that positivity was critical to managing the relationship, "I'm positive and he's better . . . I keep telling him, you've got to look forward" (Partner, Starting). Participants often looked to the other member of the dyad for their positivity. As long as one of them was positive, the other remained positive. Quotations from two dyads reflect this and show that in some dyads the patient was the one managing the relationship and in others it was the partner:
She insists that we always have something to look forward to, and a positive attitude. And I think that's working, to a large extent. Patient, Establishing He and I have got a close relationship so, you know, sometimes I know that he thinks about it [dying], but I would just jolly him along a bit . . . You can't dwell on it, you just have to make the best of life, really, [that] is what I think. Normalizing dialysis was another way of managing the relationship, and dyads normalized it by minimizing its impact on their daily routines and how they talked about it, with one partner in the starting phase saying, "I mean, really, you've just got to be normal, as such . . . Because I don't want to make a big thing of it . . . Just get on with it, you know, and do it." Humor also normalized dialysis by downplaying the negatives. Patients used humor more than partners, although it was often shared between them:
But we like getting a wheelchair and hurtling down the corridor from one end of the hospital to the renal clinic down the far end. So that's fun. (Patient, Pre-dialysis)
We're laughing from small things, like we named his line [catheter] a really strange name . . . So yeah, we're just trying to laugh at the small things. (Partner, Starting) Accepting dialysis as part of their lives was another way of limiting its impact on the dyadic relationship. By accepting dialysis, participants were able to focus on adapting their lives around it, rather than focusing on what they could not do anymore:
We accepted it, you know. We knew that we wouldn't be going to walk up inclines of any length. We just found things to do. Name a garden center round here-we visited it; and we just found things to do that he could manage. (Partner, Pre-dialysis) Rather than being despondent about their limited leisure choices, they found positives which facilitated accepting dialysis. Dyads, who managed their relationship together and who exhibited some of these attributes, buffered the dyadic relationship from the stressors of early dialysis.
Discussion
In this study, we explored how the early phases of dialysis affect the dyadic relationship between male patients and their female partners. Across the phases, participants described similar experiences and responses to the stressors of early dialysis. In these dyads, patients became the priority, which led to partners carrying significant burdens, and both parties facing changes in their identities. Despite shifts in their responsibilities and identities, dyads who exhibited a "together" approach and had one member of the dyad actively managing the relationship buffered the relationship from potentially negative effects of dialysis. Participants stated that promoting positivity, normalizing dialysis, or accepting dialysis was important in managing their relationship.
These findings contribute to current knowledge as it is one of the first to explicitly report the impact of dialysis, particularly in the early phases of dialysis, on the dyadic relationship. Unlike other studies (e.g., White & Grenyer, 1999) , it directly addressed and analyzed the mutual impact of dialysis on spousal-type dyads. It also expanded on the findings of Wise et al. (2010) , who investigated dyadic characteristics in couples established on a specific form of HHD, by focusing on the early phases of dialysis and across dialysis modalities. There is a dearth of research on the experiences of pre-dialysis patients and their partners, and ours is one of the first to provide insights into this area.
In this study, we explored several aspects of partners' experiences, which had not been examined before indepth. For example, the partners revealed the extent to which they took on tasks that were not necessarily related to dialysis but allowed dialysis to occur (see Carrying the Burden). Partners provided more detail about their emotional state when elucidating the nature of their worries (i.e., the vulnerability of the patient's life), which has not been reported previously. The theme Prioritizing the Patient highlighted the significant change in focus that occurred within the dyadic relationship. Despite partners playing an integral role in the successful delivery of patient care, there remains a need for more partnerfocused research and services to ensure they are wellsupported in their role (Gayomali, Sutherland, & Finkelstein, 2008) .
Three previous studies (Finnegan-John & Thomas, 2013; White & Grenyer, 1999; Wise et al., 2010) have reported that partners experienced role changes and shifts in their identities but did not then elaborate on the nature of change. Our analysis, at both the individual and dyadic level, may help health care professionals to anticipate when patients and partners would be likely to experience shifts in identity and then be ready to provide support to reduce emotional distress (Lively & Smith, 2011) . For example, in the present study, patients described changing from a "healthy, active person" to "disabled." Identifying as someone who is disabled may impact on how patients engage with their disease and treatment, which could have long-term treatment effects.
Patients and partners in our study discussed the impact of dialysis on their sex life (see Changing Identities), which has previously only been mentioned by partners (Monaro et al., 2014; White & Grenyer, 1999) . In our study, patients questioned whether ESRD or aging caused the changes in their sex life. Both patients and partners suggested that sex life and intimacy could be difficult subjects to discuss within the dyad. These are areas where health care professionals and counseling services could readily assist dyads by providing information about the impact of ESRD on sexual function or by assisting dyads to have conversations about their sexual relationship. The impact of ESRD and dialysis on dyads' sexual relationship is an area that warrants further research.
Many of the dyads were adjusting to life with ESRD and minimizing the effects of early dialysis on the relationship, which echoes the thriving and surviving dyadic styles reported by Wise et al. (2010) . In the present study, the dyads who worked together offered concrete examples of how they sustained their relationship, namely being positive, normalizing dialysis, and accepting it, which are aspects of collaborative coping processes. Collaborative coping is associated with positive outcomes in patient-caregiver dyads in other chronic illnesses (Revenson et al., 2016) .
The dyads describing themselves as together echo the findings of Kayser, Watson, and Andrade (2007) , who explored dyadic coping in breast-cancer patients and their partners and found that those who were mutually responsive described it as a "we-disease" (p. 410). However, despite the team-like approach, partners in the present study carried significant physical and emotional responsibilities on their own. Even within the dyads managing together, some partners engaged in protective buffering, meaning they did not disclose their emotional distress to the patients (see Carrying the Burden). Partners of people with long-term conditions may feel that it is their responsibility to care for patients and may refrain from disclosing the burden with those outside the family (Parveen, Morrison, & Robinson, 2011) ; such nondisclosure has been associated with greater distress in dyadic research in other long-term illnesses (Revenson et al., 2016) . We found that partners of ESRD patients do not have an outlet whereby they can express their feelings of worry, fear, and distress. This is in line with the findings of Welch et al. (2014) , who reported the partners of HHD patients expressed significant worries for the patients but lacked access to support.
The qualitative analytical technique DTA is a novel approach to dialysis research and provided valuable indepth views of how dyads experienced and made sense of the early phases of dialysis. Across the themes, the dyads' narratives corroborated the effects of dialysis and offered further insight into each theme. For example, in Carrying the Burden, patients were aware of their partners' distress but not the extent of it. If DTA had not been used in this study, it is unlikely that the theme Managing the Relationship would have been developed. This theme required scrutinizing emerging themes within each dyad, and then identifying how and who within the dyad minimized the impact of dialysis. Although DTA offered new insights, it posed issues when seeking participant validation and presenting the data in a way that maintained the confidentiality of the dyad. Furthermore, pseudonyms were not used nor were dyadic-level details provided which may prevent readers from seeing the complex and nuanced experiences occurring within individuals and dyads. Ummel and Achille (2016) provide an overview of issues which should be considered when designing and implementing qualitative dyadic research, as it is important to understand the costs and benefits of these issues and recognize how they impact the data, analysis, and dissemination. This is the first time that DTA has been used with dyads in the early phases of dialysis. DTA offers a more holistic perspective than analyzing the two interviews separately, such as with phenomenology or group-based thematic analyses, by highlighting dynamic interconnections between the members of the dyadic unit. The use of dyadic-level charts in our analysis facilitated the management of large quantities of rich data and provided a useful way to examine emerging patterns within and across dyads.
Ours is the first study to our knowledge to investigate the experiences of dyads at three crucial phases early in dialysis and across three dialysis modalities. While on the surface a patient or partner in the pre-dialysis may have different daily experiences from those establishing dialysis, participants' narratives revealed common underlying themes (e.g., patient the main priority). Examining dyads at these different phases allowed nuances in experience to arise, such as the prevalence of anxiety in pre-dialysis.
While a homogeneous sample in terms of gender, geographic location, ethnicity, and spousal-type relationships facilitated comparisons between dyads, further qualitative studies are needed to explore the impact of early dialysis on minority ethnic groups and other dyadic relationships (e.g., female patient-male partner; nonspousal dyads). We focused on dyads of male patients-female partners as they represent the majority of spousal-type dyads starting dialysis. While we only had the views of female partners, in a recent study (Williams et al., 2017) , male caregivers of ESRD patients also discussed changes to their role in the relationship, emotional and physical burdens, and described similar coping strategies. Dyads in the present study had been in their current relationship for an average of 30 years; studying those in newer relationships might have produced different findings. Because of the dyadic focus of the research, patients with partners who did not consent to take part were not included; their views may differ from those presented here. The cultural context of our study could limit the interpretation of the findings. While the sample displayed some British male cultural norms (e.g., stoicism), the patients also discussed their frustrations and emotions (see Changing Identities) as well as adopting a "just get on with it" attitude (see Managing the Relationship). The sample in this study included five people from different cultural and ethnic groups, and their data supported the themes and overall analysis.
Implications for Clinicians and Services
Patients and their partners began experiencing a number of stressors early in the pre-dialysis phase which remained as they adjusted to dialysis. Partners reported few support services available to them despite high levels of distress, burden, and social changes. They also expressed a keen interest in informational and support services, offered via online or in-person community groups, where they could ask questions or voice their concerns. There is a need for assessment and support for both members in the dyad starting at pre-dialysis and on-going throughout the ESRD trajectory. When working with spousal-type dyads or families, it may be beneficial to assess the dynamics of the relationship and then provide information or counseling that can foster positivity, normalize dialysis, and acceptance of dialysis.
